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Introduction 
Chronic obstructive pulmonary disease (COPD) 
constitutes a large part of the work load of Respira- 
tory Physicians. Guidelines for its management have 
been published in the U.S.A. (l), and the European 
Respiratory Society is currently addressing this issue. 
However, to date, guidelines have not been published 
in the U.K. 
Ideally, guidelines should be based on the findings 
of scientific research, where the effects of specific 
intervention on outcome are examined. However, 
for many of the different drugs and interventions 
available to patients with COPD, there is only 
limited data to support one approach over another. 
Consequently, any guidelines produced for this con- 
dition will have to be largely consensus-based, and 
is representative of what is generally felt to be good 
practice. 
The authors have examined the outpatient 
management of patients with COPD by Respiratory 
Physicians in one Health Region of the IJ.K., in 
order to establish whether their practice appears 
significantly uniform to readily permit the formation 
of consensus guidelines. 
Methods 
A postal questionnaire was sent to all 15 Respira- 
tory Physicians in the Health Region; 14 responded. 
The questionnaire investigated the following areas of 
practice: 
(1) The investigation of new patients with COPD. 
(2) Drugs used as therapeutic trials. 
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(3) Methods used to assess response to therapies. 
(4) The use of nebulizers in patients with severe 
disease. 
(5) The use of oxygen therapy. 
(6) Long-term follow-up of patients after full assess- 
ment. 
Individual physicians were asked to indicate the 
proportion of their patients with COPD who under- 
went the various investigations, treatments etc. under 
enquiry using a 10 cm visual analogue scale labelled 
‘none’ and ‘all’ at the extremes. The proportion in 
each case was based on their best estimation rather 
than any precise prospective or retrospective analysis. 
Results 
The results for each area of enquiry are summa- 
rized in Fig. 1. There is agreement that all new 
patients are seen with a current chest radiograph and 
undergo spirometry. However, the use of more com- 
plex investigations is very variable. Although most 
patients receive an inhaled &agonist, trials of other 
drugs including nebulized bronchodilators in severe 
disease are used very inconsistently. The method 
of assessment of response to these treatment trials 
differs, and there is no consistent view as to whether 
an objective improvement is required before recom- 
mending indefinite nebulized therapy. ‘As required’ 
oxygen appears little used, and the proportion of 
patients assessed for domiciliary long-term oxygen 
therapy is far from uniform between centres. 
Discussion 
This survey has shown that Respiratory Physicians 
show a surprising degree of inconsistency in their 
management of COPD. The authors accept that their 
survey is based on estimated rather than actual 
practice, but do not feel this explains the findings, 
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Fig. 1 (a) Use of initial investigations. (RCO, KCO: transfer factor and coefficient; FRC, TLC and RV are static lung 
volumes; SaO,, oxygen saturation. (b) Use of treatment trials. (c) Assessment of response to treatment trials. PEF, clinic 
peak flow; dom PEF, continuous home PEF monitoring. (d) Use of nebulizers in severe disease. Service, service facility 
offered if instrument recommended. (e) PRNO,, as required oxygen in non-hypoxic (SA0,>92) and hypoxic (SAO, < 92) 
patients. LTOT, domiciliary long-term oxygen therapy assessment; CP+ and CP - indicate history or not of car 
puhnonale. (f) Indefinite follow-up of patients with moderate and severe COPD. Each point represents the proportion of 
an individual physician’s patients undergoing a test, trial, etc. 
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particularly as consistency is seen where this might be The widely differing practice seen in this survey 
expected; for example in the use of chest X-ray and suggests that formation of consensus guidelines for 
spirometry. the management of COPD may not be easy. 
The considerable differences observed between 
centres will inevitably have resource implications (2) References 
and, in the current purchaser-provider climate, may 
become difficult to defend on the grounds of clinical 
1, 
freedom (3). Of greater importance is whether such 2. 
differing practice has any clinical implications for the 
patient. Further studies examining wider outcome 
measures, for example quality of life or admission 3. 
rates, are needed before this question can be 
answered. However, the inconsistent use of steroid 4. 
trials and particularly long-term oxygen therapy is 
perhaps surprising, as these are areas with published . ” 
recommendations (4,5) and, in the latter situation, 
demonstrated prognostic advantage. 
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